Development of rheumatology and rehabilitation services 1
Desmond Newton remarked in 1975 that one of the attractions of rheumatology is its continuing change. Since then the rate of change not only in rheumatology and rehabilitation but in the practice of medicine generally has increased to a level which to many is alarming. This particularly affects the hospitals but it is also apparent throughout the health and social service organizations.
The health services in this country are in a turmoil. Reference to this unrest appears almost daily in the newspapers, in nearly every issue of the professional journals and even in departmental publications. The comments in the professional journals are more forthright and critical than they were in the pre-National Health Service storm in 1946-47. In reflectingon the current NHS difficulties and the setting up of the Royal Commission, one editorial went so far as to say: 'Governments faced with insoluble problems have been known to react by instructing a collection of eminent men and women to go away and knit a rice pudding, and there are those who believe that this was just what Sir Harold Wilson was up to last year. Professional outrage at that time was so high that we might have had no medical service at all and something had to be done. ' (British Journal of Hospital Medicine 1976) .
It is now recognized that there is a crisis in health care in most developed countries. As Lock (1976) says: 'Even though the richest ones such as Sweden and the United States can still afford more EMIscanners, or more pacemakers, or more kidney transplants, we're all at the end of the road: the developments in medical technology have outstripped the money we've available to spend on health care.' The wants will always exceed the needs, which in tum can never be met by the available resources.
The dust is now settling very slowly on the upheaval caused by the National Health Service reorganization, the Royal Commission under Sir Alec Merrison is taking evidence, and 1977 was World Rheumatism Year, so that it is opportune to examine progress in the practice of rheumatology and rehabilitation, to take stock of the current situation, and to examine the changing attitudes in the management of locomotor disease with reference to the future role of the specialty of rheumatology and rehabilitation.
Perhaps the most important factor to influence the growth and importance of rheumatology and rehabilitation is the changed pattern of morbidity in the western world. With the control of tuberculosis and diseases such as lobar pneumonia, which caused high mortality in early adult life, locomotor diseases have become the major cause of severe disability and discomfort. This disease group imposes a heavy financial burden on the community in terms of the provision of necessary treatment and social support and the consequent loss of productive capacity, both of the sufferer and of those caring for him. Until the inception of the National Health Service the spas, with a very few notable exceptions, were the main centres for the practice of rheumatology; indeed, the Royal Society of Medicine's Section of Rheumatology and Rehabilitation was originally formed, at the beginning of this century, as the Section of Balneology and Climatology. Spa treatment has disappeared in Britain; perhaps the 'health farms' have taken its place, for these institutions continue to flourish despite the current financial strictures.
Cohen (1947),speaking on 'Rheumatic diseases: a challenge and an opportunity', said: 'Neglect by the competent has left the field widely open to the incompetent and the unbridled therapeutic enthusiast.' He commented on the absence of experience in rheumatic disease in the undergraduate medical curriculum. Pickering (1949) said: 'Physiotherapy is a therapeutic department that occupies more and more space in our hospitals; employs more and more people, and costs more and more money. As a form of therapeutics it is of course welladapted for the use of the experimental method, but so far as I am aware this has not yet been applied. One is tempted to wonder whether physiotherapists are afraid that enquiry would show their methods to have a very restricted sphere of usefulness, or whether it is because the scientific method has not yet penetrated to this discipline. Many patients enjoy and value the treatment they receive,but I am quite uncertain whether the value comes from the specific measures employed, or from the uplift their souls receive at the hands of the capable, enthusiastic and attractive female staff, and at the sight of such wonderfully complicated and colourful apparatus, suggesting that here indeed is medical science in its fullest bloom.'
The criticisms of Lord Cohen and Sir George Pickering may have been partly justified at the time, but rheumatologists were then employing and have continued to use the experimental method of observation made under specified and controlled conditions, and have completely altered the status of the speciality of rheumatology in this country. Their critical evaluation of physical methods of treatment has materially modified the training of the paramedical professions in the remedial field. Indeed the advice of the Scientific and Technical Committee of the then British Association of Physical Medicine to the Chartered Society of Physiotherapy contributed greatly to the very high reputation of ethical and technical excellence enjoyed by their members today (Howitt 1952) .
The rapid growth of the specialty of rheumatology in Great Britain started in 1948 which, as pointed out by Professor Eric Bywaters in his 1976 Ernest Fletcher Lecture (unpublished) , was the annus mirabilis of rheumatology, with the discovery of the LE cell, antinuclear factor and rheumatoid factor, and the clinical application of corticotrophin. It was also the starting date of the National Health Service and it initiated the expansion of specialist services in the district hospitals. The number of consultant posts in all specialties rose rapidly but, as might have been expected, the morbidity characteristics of the time favoured the development of the so-called 'sharp edge' specialties rather than what was then physical medicine. Even today, when the total number of consultants in rheumatology and rehabilitation has grown to 320 compared with about 80 in 1950, specialist cover is patchy; it averages about one consultant for every 300 000 people, while in some regions such as Wales, Mersey and the South-west there is only one per million.
One region, Wessex, by giving a high priority to development of a service in physical medicine, was able to recruit consultants so that by 1950 there was a consultant in the specialty in post in every hospital group in the region. Even today, out of the total of 90 health areas in the country there are 23, representing some six million people, without a single consultant in the specialty. Wessex now has 21consultants to cover a population of 2.7 million, i.e, one for 130000.
With this level of consultant staff the rheumatology and rehabilitation services have also developed to a high level, so that there is a district competence in clinical rheumatology, and habilitation and rehabilitation facilities to cover childhood handicap, adult injury and illness, and disability in the elderly; links with other services have been developed to cover schools for the physically handicapped, employment of the disabled with retraining where necessary, and so on.
In spite of this high level of service in the specialty the waiting lists for consultation and treatment remain as high as elsewhere, so that demand seems insatiable. How can this demand be met, even in part, and how can we plan for the future?
Social Trends (1976) gives some interesting figures and forecasts. In spite of the prediction that the birth rate would begin to rise again in 1976, it has continued to fall. There has been a massive population increase in Europe over the past fifty years, but now the birth rate just about matches the death rate, so that population levelsare static both in Western Europe and in Russia. The age structure is altering rapidly: today 14% of the population are over 65, and 6% are over 70; indeed 450 000 people are over 85, and it is expected there will be 800 000 by the year 2000. The demands of our ageing population for help in overcoming the disabling effects of locomotor disease will inevitably increase, but there is a surprising lack of reliable information for planning to meet these demands, or for estimating need. The survey of the handicapped and impaired (Harris 1971) gives some indication and health care planning teams are trying to build up more accurate information profiles at local level. Most of these studies show that arthritis and rheumatism account for over a quarter of all physical handicap in the elderly, second only to defect of vision, and it is about half of that due to locomotor disease in general (Ward 1974) .
The investment for a new consultant clinician today has been estimated by Wessex RHA at £1 million. It seems unlikely that the £92 million necessary to increase the consultant rheumatologist cover in England and Wales to one per 200000 population will be available in the near future, let alone the much higher levelsuggested by Professor Watson Buchanan (Buchanan et al. 1976) . When the enormous increase in administrative staff of the health service in the last decade is considered, one wonders whether a little more could not have been devoted to clinical services.
Perhaps clinicians should give positive advice for improvement of patient service rather than point out deficiency. It has been argued that busy clinicians cannot have great influence on plans for the future. This is undoubtedly incorrect but certainly since 1974 (reorganization year) it has been much more difficult. Before then consultant serviceswere discussed and planned at regional hospital board level and problems could be resolved and decisions made. Now regional planning responsibilities appear to consist largely of setting standards and monitoring the performance of area health authorities. Broad guide lines on the development of services are issued, but all plans are now initiated at district level and passed up through area to region and back again to develop services according to local needs. Although theoretically reasonable, this process does not allow development of a service if the district administration does not approve, and at this level specialist clinical advice may not be heeded. Specialist advisory bodies to agree a regional strategy are essential, and members could then process plans through districts and follow them up with the help of their representatives on area and regional medical committees.
Procedure may change in the future, but it appears that this system will persist until the Royal Commission reports. Will the Royal Commission help? One wonders! A Royal Commission is an ad hoc arrangement; it only works on a part-time basis; it has a very long gestation period; and it is not in a position to undertake research. Our difficulty is that problems are not being solved, partly by a lack ofscientificapproach and partly by lack of decision.
The central planning of hospital development illustrated this. First there was the district general hospitals concept of the early 1960s, but these have run into all sorts of difficulties:many are still in the process of being built, and many have unstarted phases which may never materialize, so that the district services will remain incomplete. The many difficultiesassociated with the large district general hospitals led the Department of Health and Social Security (DHSS) to turn to a less ambitious scheme, and in the early 1970s it designed the Harness Hospitals. The Department said that it tried so hard to incorporate in this plan everything that was desired, that the Harness Hospital did not tum out to be a standard building at all. Next came the Best Buy Hospitals, 550 bed units, which were piloted at Bury St Edmunds and Frimley. There were many criticisms of these units. The DHSS now admits them to be out of date, and that the design was too inflexible. Today the DHSS is hardselling its Nucleus Hospital project. There is a welcome for a standardized design capable of flexible use of the space within. It is hardly being sceptical to wonder what will be next.
In formulating future plans we cannot be wholly concerned with growth of a service. Doctors tend to be compulsive workers, to generate work and to develop their own particular interests, without necessarily taking account of the general needs of the population at risk. Continuing improvement in medical technology and health care alters the morbidity pattern, and the provision of services should change with this. It is surprising that the priorities document (Department of Health and Social Services 1976)did not take special account of the needs in rheumatology and rehabilitation and suggest an altered resource allocation in keeping with the changed trends.
Other aspects of the subject require consideration. Important ones are education and research. Even in the most advanced medical schools student exposure to the needs of the physically disabled is fairly limited; yet it is in general practice that the primary management of disability is carried out. Rotation senior house officer posts involving rheumatology are popular, and those in the general practitioner vocational training schemes are particularly valuable, while postgraduate courses are well-supported. All these provisions, however, do not begin to meet the need. Research continues to be essential but more coordination, both nationally and internationally, is required.
A recent development is the team approach in the management of disability. Although in most ways an excellent concept, it must always be remembered that the ultimate clinical responsibility is that of the physician or surgeon in charge of the patient. The team approach can reduce efficiency if it prolongs the period of specialist surveillance. Improved efficiency in the management of disability might result from increased emphasis on the hospitals as a consultant service, to back up the routine management by the general practitioner in the primary care situation, particularly in monitoring patients on long-term medication.
Prevention must also be considered, for this is always more economical than treatment. Here occupational medicine has an important role, for rheumatic disorders, particularly back troubles, are common in industry and it is vital to reduce to a minimum working time lost through sickness. It is interesting to note that industry, besides paying for the National Health Service through its taxes, also provides for its work-people the biggest private health service of them all: medical departments in industry employ some 600 doctors full time and 2000 part time.
Early treatment of easily cured conditions is effectivein preventing long periods of disability, as demonstrated by the results of no-waiting-list softtissue injury clinics. Adequate care to maintain handicapped people in their own homes is economic, is greatly appreciated by the patients, and adds to the dignity of their life.
Sir Keith Joseph (1973) reminded us that the National Health Serviceis about the treatment and cure of patients, and the final arbiters ofthe quality of service are the doctors in consultant and general practice, so that it is up to us. But are the patients' wishes sufficiently considered? The increasing de> mands on private practice, and the flourishing osteopaths and chiropractors, emphasize the inadequacies of the Health Service. Perhaps Peter Bank's proposal (1976) for an organized system of national health insurance as a viable alternative method of providing better health care should be examined. Amid all the discussion and argument the needs of patients tend to be forgotten.
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